of big cities and urban agglomerations due to poverty induced rural-urban migration. In the word of Kingsley Davis, it is a process of "over-urbanization" where in urban misery and rural poverty exist side by side. The present movement toward urban living has become one of the most important global health issues of the 21 st century. [2, 3] More recently, there is ample evidence indicating toward increasing mental health problems in urban centers of developing countries. [4] [5] [6] The idea that urban living is detrimental to mental health is a notion that has received a fair amount of attention, but most of the research has been conducted in developed countries. This has been referred to as the 90/10 gap, where 10% of the research and funding takes place in developing countries which experience 90% of the global burden. As far as the prevalence rate of mental health problem in India is concerned, the numerous epidemiological studies reported varying prevalence rates ranging from 9.5 to 370/1000 population in the country. According to another study, about 20% of the adult population in the community are affected with one or the other psychiatric disorder. [7] Furthermore, numerous studies show great variation in the prevalence rates of all mental disorders between rural and urban areas. According to the previous studies, the prevalence rate was 70.5/1000 for rural areas, 73/1000 for urban areas, and 73/1000 for both rural and urban areas. [8, 9] Considering these points, Delhi is selected for intensive study. Being a capital city of India, it has been experiencing unprecedented and unplanned urbanization from the last few decades. In addition, Delhi provides an ideal setting for intensive study as it represents typical characteristics of urbanization of developing countries in general and of India in particular. Therefore, it is imperative to develop better understanding of the process of urbanization and kinds of environmental influences that have major negative effects on mental well-being of the people through an intensive research. The main objectives of the study are to assess the mental well-being of the intra-country migrants residing in the National Capital Territory of Delhi and also to identify the underlying causes and risk factors for poor mental health. It was hypothesis that the social and cultural changes experienced by the immigrants in the host society are the potential risk factor for mental well-being.
METHODOLOGY
Following literature reviews on social determinants and mental health, a questionnaire was developed suited to the problems and requirement of the study area to collect primary data. Information regarding gender, age, education, occupation, marital status, family structure, year of immigration, housing conditions, accessibility to basic amenities and facilities, and social life were collected.
For measuring mental well-being, the World Health Organization measure of mental well-being (WHO5) was used. The WHO5 is a short, psychometrically sound scale for measuring positive psychological well-being. [10] It consists of five items assessing positive mood, vitality, and general interest over the past 2 weeks. Although a general measure of mental well-being, the scale has actually proven to be a good screening instrument for the detection of depression in the general population. [11, 12] The five items of the WHO5 are: 1. I have felt cheerful and in good spirits 2. I have felt calm and relaxed 3. I have felt active and vigorous 4. I woke up feeling fresh and rested 5. My daily life has been filled with things that interest me.
Respondents choose a response from "all of the time," "most of the time," "more than half of the time," "less than half of the time," "some of the time" to "at no time" which is closer to how they have been feeling over the previous 2 weeks. Answers are scored from 0 to 5 and summed to produce a score out of 25. Those scoring below 13 were classified as "cases" as a score below 13 indicates poor well-being and is an indication for testing for depression under International Classification of Diseases, Tenth Edition (Psychiatric Research Unit, WHO Collaborating Center for Mental Health 1998).
Data collection
The study is based on primary data which were obtained from a cross-sectional field survey conducted from August to November 2012 with the help of a questionnaire. For the collection of data, job-generating centers, i.e., service center (both private and public), construction companies, commercial centers, educational centers, food and allied, and health-care centers were taken into consideration. From each of the sectors, 10% of the sampled respondents were selected for interview. As the main objective of the study was to explore the mental well-being of migrants, the survey focused on questioning only migrant workers. For interview, only the adults (age 18 years or above) were consulted. The interview was based on questionnaires which lasted 25-45 min. In total, 1230 people were interviewed after getting their verbal consent.
Statistical techniques
Both descriptive and analytical techniques were applied for the analysis of data. Descriptive analysis showing the frequencies of selected variables is presented in the first instance. To investigate the influence of socioeconomic and housing-related variables on the mental well-being (with WHO5 cutoff point 13 or below) of the respondents, unadjusted odds ratio (OR) with 95% confidence interval was calculated. Unstandardized maximum likelihood coefficients and their significance levels after adjusting for different socioeconomic and demographic variables were calculated. When adjusting for different combinations of risk factors, the analysis was performed in five steps. Model 1 tests the relationship between years of immigration with mental well-being. Models 2 and 3 sequentially add age and income level to determine if the effects of years of immigration on mental well-being remain after their inclusion in the analyses. In model 4, the direct effect of housing conditions on mental well-being was estimated. In model 5, the effects of accessibility to amenities and facilities on mental well-being, and finally the effect of social life, were tested. Each variable was tested separately as a potential moderator using SPSS 16.0 (Chicago).
RESULTS
The household response rate was 90.8% comprising 1230 heads of the households. Characteristics of the study sample are shown in Table 1 . The prevalence of poor mental well-being was higher to a statistically significant extent among single/ widow/divorced/separated (OR = 0.76, P < 0.01), unskilled (OR = 2.26, P < 0.01), unemployed (OR = 2.16, P < 0.01), daily wager (OR = 2.57, P < 0.01), and illiterate (OR = 2.55, P < 0.01). Poor mental health was significantly higher among respondents those belong to low-income group (OR = 3.5 P < 0.01) and residing in the study area with <10 year (OR = 3.2, P < 0.01). Advancing age has also shown its negative impact on respondents' mental well-being; age groups 58+ were more likely to experience poor mental health (OR = 1.89, P < 0.001), than the other age group. Statistically significant association with mental well-being was also found with household level risk factors, namely, poor housing condition (OR = 1.07, P < 0.001), lacking educational facilities (OR = 0.90, P < 0.01), and medical facilities (OR = 0.90, P < 0.01). A statistically significant association was found between lacking social support (OR = 1.24, P < 0.01), feeling insecure (OR = 1.44, P < 0.001), adjustment problem (OR = 0.74, P < 0.05), and respondents' poor mental health. A recent arrival in the city accompanied by low levels of education and income was associated with low level of mental well-being. Poor housing conditions (model 3) were more predictive of poor mental well-being among less educated and low-income group than the fortunate section of the society. In this model, the direct effect of housing statistically significantly related to poor mental well-being, but the association was weaker in better income group. Respondents who had inaccessibility to basic amenities and facilities were more likely to report poor mental health compared to those who had better accessibility but again to a lesser extent (model 4) when adjusting other socioeconomic confounders. Finally, the effect of social life on mental well-being (model 5) was tested. The highest rating of social support was associated with lower chances of poor mental well-being. No longer were education and income found significant predictor of mental health, after including variable of social life. Year of immigration remains a significant moderator of the relationship between social life and mental well-being.
DISCUSSION
The present study sheds new light on the pathways linking significant relationship between the migratory status and psychological well-being of urban population. The study identified many afflictions that impacted on mental health. Uneducated or less educated and unemployed or underemployed urban migrants were facing hardships in acquiring basic necessities for survival, for instance, inaccessibility to health care, educational facilities, piped water connection, overcrowding, poor housing condition, ambient environmental pollution, and the burden of paying for house rent, electricity, water, and waste collection. Therefore, they were at much greater risk to experience poor mental health. On the contrary, educated households had better employment opportunities and feel better adjusted than others. They also had stronger aspirations to integrate into the host society. A similar association was also found in other studies conducted elsewhere. [13] [14] [15] [16] [17] Apart from the individual level factors, the process of urbanization, especially in developing countries, often occurs independently of a surge in industrialization, and thus is not associated with improved economic circumstances, often leads to poor socioeconomic conditions that leave people more vulnerable to poor mental health. [18, 19] At household level, the study demonstrates that the association became comparatively more significant after considering the individuals' house condition, including enough space for each person, separate kitchen, proper lavatory system, open space, and proper ventilation. In Indian society, the house is considered as the most essential physical capital and perceived as a symbol of well-being; better the housing condition, the higher the social status. It is not a surprise that those having such facility feel better adjusted. The result of this study is in conformity with other studies which found a significant association between socioeconomic status and mental well-being. [20] [21] [22] Exposure to different social environment, especially adjustment to the modern value-based urban society, and lacking social support in the host society were significant predictors of adverse mental well-being of the immigrants. In most of the cases, the migrants do not feel very welcome by the host society and perceived cultural differences such as language, traditions, food habit, and a way of life as the main reason hindering the development of social networks outside their own community. As a result, they feel insecure in the host society, tried to live in the clusters of their own community, preserved their regional identity, and continued to share the same traditions, norms, and culture, impending integration into the host society. To some extent, male migrants were observed to have wider networks compared to female. However, all of them attributed their perceived lack of integration to the attitudes of the host society and considered broader and stronger social networks as an important psychological support. [23] [24] [25] [26] [27] [28] The findings of this paper lend support to the hypothesis that the economic and sociocultural changes experienced by migrants are a potential risk factor for poor mental health. The process of urbanization has been recognized significant in the onset of poor mental health in the present study area. There are three different pathways, which could provide the explanation for these phenomena. First, changes in the economic system with high levels of unemployment and financial insecurity resulting in difficulties in maintaining reasonable quality of life. Second, the social and cultural change involving transformation from community life to one of individualistic societies lacking social support and negative response to migrants from the host community. Finally, city life itself and its built environment produce stress that impacts on mental health directly or indirectly and both ways. The adjustment process of migrants in a host society may be considered as a complex phenomenon which needs time and goes through various stages of development. There are numerous factors and elements that interact together to shape and act as facilitators or barriers to the adjustment process in different ways.
It is now well understood that unprecedented urbanization in the developing world is associated with poor social conditions and consequent high level of stress. However, there remains a gap in the literature regarding specific stressors associated with urbanization and its impact on mental health. This paper can be considered a contribution toward understanding the complexity of the mental health impact of urbanization (i.e., fuelled by rural to urban migration) in India in general and of developing world in particular. Our findings could be considered pioneering as it emphasizes understanding the context in which mental health problems occur and identified that in urban centers, the risk for poor mental health is structured by economic and social institutions. The study reiterates the importance of contextual factors on individual and societal level and suggests more in-depth focus on specific areas of environmental stressor to understand the mechanisms involved in the development of mental ill-health. In addition, a longitudinal study needs to be conducted to parse out the influences of socioeconomic institutions on the mental health of migrants and to determine the causal effects of specific stressors.
The main weakness of the study is the cross-sectional design, which makes it impossible to claims of causality. The present work could have been biased by the fact that we had to rely on a self-reported mental health status of the sampled respondents. Factors related to behavior and health history of the family were not directly taken into consideration that might be mediated the association between migratory status and the mental health.
CONCLUSION
The present study concludes that the unprecedented urbanization mainly caused by rural to urban migration is associated with poor mental health in the general population. Those who are involved in both treatment and prevention of disease, it is of great importance to consider this possible pathway in designing the treatment facilities and in planning the distribution of health-care facilities. The study could be utilized for integrated rural-urban planning by focusing on regional, subregion, and local economic and social characteristics to reduce the level of migration. At the local level, it may be used exclusively to identify the best possible locations for better distribution of basic facilities and promoting community activities to make the migrants feel at home.
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